Health improvement is an important strand of the Premier League's 'Creating Chances' strategy. Through community programmes, professional football clubs offer health-enhancing interventions for a number of different priority groups at risk from a range of lifestyle-related health conditions. However, while national guidance recommends evaluating health improvement interventions, concerns remain about how to do this most effectively. This study aims to investigate the popularity of football-based health improvement schemes and assess the challenges associated with their evaluation. Adapted from existing methodologies, a semi-structured questionnaire was administered to an 'expert' sample (n = 3) of football-led health evaluators. The sample was selected because of their experience and knowledge of performing evaluations of football-led health improvement programmes. Our 'experts' offered reasons for the popularity of football settings as channels for health improvement (including the reach of the club badge and the popularity of football), the justification for evaluating such schemes (including confirming effectiveness and efficiency) and the challenges of implementing evaluations (capacity, commitment and capability). Finally, a selection of key considerations for the evaluation of the impact of football-led health improvement programmes (obtaining expert guidance, building capacity and planning for evaluations) are discussed.
Introduction
The Chief Medical Officer's report confirms that participation in regular physical activity in line with the recommended guidelines can provide an array of substantial health benefits.
1 Yet fewer than 39% of men and 29% of women met the current recommendations for an active lifestyle. 2 Given these low levels of physical activity participation, concerns prevail over the health and well-being of the UK population, along with thoughts as to how best to intervene. Professional football clubs are being deployed as channels for connecting with communities over their health and physical activity 3 including those hard-to-engage groups, with health improvement schemes. 4 This extends to those individuals who encounter substantial barriers for engaging in health behaviour change and in doing so, do not/would not make use of traditional health care services. 5 Given the importance of deploying robust evaluation and monitoring approaches for identifying programme impact, anxieties remain over the extent to which football-based health improvement schemes are being From a Public Health perspective, sporting clubs can offer important channels for connecting with people regarding their health, 18 typically, although not exclusively, through sport and physical activity. 19 More specifically, professional football clubs have been identified as holding latent potential for making connections with individuals whose health issues remain unaffected by conventional provision. 20 This is especially important, as new ways of commissioning and providing health services will offer greater roles and responsibilities for non-NHS providers, including for-profit, not-profit and voluntary organizations; some of these providers may have little experience as health care providers in any, let alone unconventional, settings.
In the UK, a number of community health improvement services already operate within professional football clubs. Through their football-in-the-community (FitC) schemes, clubs have a track record of delivering interventions aimed at improving the health profiles of individuals and the groups they serve. From a strategic perspective, there is a strong resonance between the concerns of Public Health and the five strands of the Premier League's 'Creating Chances' programme especially in the specific 'Health' theme. Creating Chances uses positive associations with the football 'brand' to support the health improvement of individuals and communities. 21 Resources made available through the combined efforts of Creating Chances, local partners and the participating clubs, have all helped to deliver health improvement interventions for a number of different health priority groups and conditions. More generally, football-led health interventions have targeted children, adults and older adults. 22 Interventions have also been used to tackle behaviours linked to NCDs, such as substance use, obesity, CVD and mental health. 23 In doing so, deliverers aspire to appeal to the interests of possible participants through the trappings of a popular, highly visible sport: football. For potential recruits entering into health improvements, this interest may not have been converted into actual playing of the game, or indeed, participation in any physical activity, but rather into other health-related activities. Importantly, football's powerful appeal helps to include groups that might otherwise be regarded as 'hardto-engage' 24 and who are unlikely to attend conventional health promotion activities. 25 Indeed, football has also been used as a strategy for social inclusion by intentionally attempting to connect with those groups referred to as 'hard-to-engage' and 'unreached', including those not using health services. 26 These communities and groups are defined in this way, because they are impacted by factors which determine whether or not a connection can be made, as well as the intensity of those connections. 27 Research suggests that these factors act within the expectations that programme planners typically consider in relation to age, gender, location, income, ethnicity and/or language. 28 Within each of these powerful factors are further elements that can overwhelm planners' expectations about how well their interventions will 'work'. Without careful consideration of what makes these groups hard-to-engage or what leaves them unreached, and by offering suitable programme modifications, physical activity provision is only likely to maintain the status quo. 29 It is also important to appreciate that the designation of 'hard-to-engage' extends into many areas of daily life. Perhaps because of their restricted access to information that they trust, hard-to-engage individuals are often slow to hear about and take up new programmes, even when they are tailored to specific needs. 30 This converts into hard-to-engage groups being under-represented in figures for the uptake and use of services such as physical activity. 31 For instance, one of the largest English physical activity interventions was Walking the Way to Health and this specifically targeted those who took little regular activity and/or lived in areas of poor health and who faced barriers to engagement in regular exercise. 32 Yet, some walking interventions largely recruited relatively educated and affluent recruits. 33 Similar difficulties also exist with regard to particular groups securing access to health care provision. 34 Whilst difficulties exist with the recruitment of such populations into interventions, once there, a different set of challenges emerge, especially around how to engage them in the evaluations of the programmes they populate. 35 More positively, a number of 'hard-to-engage' groups have been at the centre for football-based health improvement schemes with associated evaluations of their effectiveness. 36 This responsiveness is encouraging and indicates more that these groups are better described as 'unreached' rather than 'hard-to-reach'.
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Beyond establishing acceptable interventions, current thinking holds that it is not only important to identify which interventions work best, but also how these activities are implemented. 38 National guidance recommends that behavioural change interventions are effectively evaluated. 39 In spite of these directives, concerns remain over the extent to which rigorous, valid and acceptable evaluation is undertaken let alone to good effect. 40 With this understanding, it is easy to see why, on occasions, assessing the effect of health improvement programmes is not given greater priority.
More specifically, the challenges typically faced by those tasked with implementing evaluations will include personal and collective commitment, capacity and capabilities to undertake and complete this work. 41 These issues affect health improvement interventions delivered within community settings, including professional football clubs. 42 Given their backgrounds, education, training and organizational priorities, it will be no surprise that only a few deliverers are equipped to deploy the necessary resources, skills and expertise to undertake an evaluation on top of the pressure needed to deliver high-quality, responsive interventions. 43 In supporting evaluation, guidance is available from a number of sources. 44 At the same time, it is important to learn how to successfully undertake community-based evaluation, where these can be found.
Methodology and background
Purpose of the study Given the rise of football-based health improvement programmes and the need to evaluate their impact, this paper explores three important objectives which we pose as questions. 
Study sampling
To investigate these key questions, methods and sampling have been adapted from an earlier published study with similar aspirations around identifying delivery factors, evaluating community health interventions and/or evaluating physical activity interventions. 45 In selecting our approach, we consider principles set out by Palys who suggests that 'there is no single 'best' sampling strategy because the 'best' strategy will depend on the context of the research and the research objectives'. 46 We then administered a semi-structured questionnaire with an 'expert sample' who were firmly linked to the purpose of the research. In our recruits, 'expertise' was linked to an advanced understanding of the evaluation of football-led health improvement schemes for a number of priority groups. Furthermore, Stake in Curtis has suggested that 'where qualitative research requires cases to be chosen, nothing is more important than making a proper selection of those cases'. 47 With this in mind, we identified our sample against two further criteria: (I) Impact: they demonstrate a commitment to informing policy and practice through their work. (II) Credibility: they share the results of their work both at the meetings of relevant professional bodies and agencies, and both nationally and/or internationally.
Methods of investigation Instrumentation and data management
We used a semi-structured questionnaire adapted from previous research 48 and deployed this method to investigate the three study objectives previously reported.
Identified 'experts' were invited to participate by e-mail; this message also contained the questionnaire and instructions for completion. Participants were permitted 10 working days to complete and return their responses. Previous research has indicated that this would allow sufficient time for our volunteers to carefully consider and then offer a reflective response for each question, in around 200 words or less. 49 In this way, the questionnaires yielded qualitative data. Once questionnaires were returned, two researchers read and familiarized themselves with the responses and generated initial codes. Individually, each researcher then collated codes, with examples, into potential themes. To triangulate their codes, the researchers reviewed and refined the coding to confirm the dominant themes and how they were best defined. Given the importance of the context of the research we performed, we have elected to report participant responses verbatim. 50 This aspires to preserve the integrity, focus and context of their responses. In presenting the findings, we remained 'close' to the data. In doing so, have used our research objectives as an organizing framework to present, and manage the data. 51 In the Discussion, we offer interpretation/synthesis of the emergent themes according to (I) our research objectives, (II) key literature and guidance on delivering football-led health improvement schemes, and (III) advice and recommendations for evaluating community health and physical activity programmes based on the literature. 52 In doing so, we draw out the implications for evaluating football-led health improvement schemes, as this is an important element of future programme delivery.
Findings

Participants
With the lead authors posing the questions, our respondents were asked to respond to four key questions in turn. Prior to the first question, we asked our 'experts' (EX) to introduce themselves along with the scope of their current work.
EX 01: is a practitioner involved in evaluating a number of football-led health improvement programmes delivered at Premier and Football League clubs. Most notably among these has been a national evaluation of men's health in 16 English Premier League and Championship football clubs. Expert 01 has also been involved in evaluating football-led interventions with older adults, as well as other community health interventions. EX 02: is a practitioner investigating the effect of commercial male-specific weight management interventions delivered on behalf of a local authority and in community venue in Northern England, United Kingdom. These interventions take place in football-related venues and deploy football as one of a suite of physical activities within the programme. EX 03: is a practitioner investigating the effects of football-led health improvement interventions aimed at (I) mental health promotion in adults and (II) health improvement in older adults. Both programmes are delivered in and by a professional football club located in English Football League. Interventions involve both sport and physical activity as modes of exercise.
We start with our first question, in what ways have you seen football and footballrelated settings being used to promote better health? Why is this approach suddenly so popular?
EX 01: There are many examples of football settings being used to promote better health, programme including 'It's a Goal', 'Extra Time' and 'Fit Fans'. I think these schemes have become so popular due to the interest generated by the clubs hosting the interventions and the opportunities they provide to mix with professional players at prestigious venues. This is a huge draw for many people, and the ability of such interventions to reach out to large numbers of individuals who don't traditionally engage with health promotion cannot be underestimated. A lot of interventions have actively listened to the needs of the participants and don't necessarily have a blanket offer of football -that may be off-putting to some groups -but instead promote a range of activity opportunities. For example, one of the 'Premier League Men's Health' interventions at Newcastle United offered a midnight badminton league designed to engage shift workers from the south Asian community. This also highlights how flexible clubs can be providing a desirable avenue activity alongside social interaction. One of the key draws of these programmes are the informal and non-clinical approaches to health promotion which help appeal to certain groups. Interventions have tended to avoid instructional or directive approaches linked to more clinical settings and as a result seen fantastic engagement and minimal attrition rates. EX 03: I have seen football being used to promote better health through both professional football clubs and community groups. For instance, I have been involved in projects provided by professional football to improve the health of older adults, where a variety of physical activities were provided. Football as an activity was not offered, but a range of social and physical activities were provided and these were based at the football club. This appeared to be an accessible and acceptable setting for the participants to attend and importantly, for older adults, an opportunity to socialize. Furthermore, this particular project attracted females as well as males in equal measure, which other football interventions do not always achieve or indeed intend to achieve. I have also witnessed football being used for community dwelling adults with mental health problems, such as anxiety and depression. I have been involved in projects where football is provided by the clubs for people with mental health concerns, and also where football is provided by mental health community groups in community locations such as council run sports centres. I see these football-led approaches as popular because the game is seen by many as a normal and acceptable activity to participate in. It is a normalizing activity which encourages social interaction, which for both people with mental health problems and older adults can be limited by opportunities. EX 02: I am currently involved in assessing the effect of football centred health improvement for a key health priority group. My work involves investigating men's experiences of weight problems before, during and after participating in a weight loss programme. The sessions in this programme include informative activities about healthy lifestyles and also exercise classes where football prevails as a team sport. My research differs somewhat, as interventions are not delivered by professional football clubs, but use football related settings to deliver health improvement activities. For a number of men, football as an activity is an ideal means to approach a captive audience and its success has been documented in the research. Yet, not all men like football. In some locations, football is not the dominant professional sport such as those towns where Rugby League or Union is king! Is it really that important to assess the impact of football-led health improvement interventions?
EX 03: It is imperative that interventions are assessed so that we know if they are successful and if so, which parts of the intervention. Consequently, interventions may be delivered which are poorly designed and may have no impact or a negative impact on the intended participants, which is an ethical consideration. EX 01: Absolutely, if you don't measure it, you can't manage it, and if you can't manage it there are limited avenues for assessing impact. Ultimately, evidence on programme effects, or a lack of it, is an influential factor when it comes to allocating funding for health intervention. Therefore, evaluation is essential for championing the role of football-led health interventions. Nonetheless, assessing the impact of interventions can be seen as time consuming and even problematic in some circles taking a lower priority over service delivery and day to day running. It is important here to remember some advice from the World Health Organisation; recommending that practitioners allow resources for evaluation, somewhere in the region of 10-20% of total intervention costs. By doing this, assessment of impact and evaluations can potentially be outsourced to organisations who have experience in this field. They can act as impartial external evaluators adding validity and rigour, helping to shoulder the perceived burden of evaluations. However, outsourcing evaluations is not always an option and the evaluation has to be led by the intervention staff and appropriate to programme needs. EX 02: Evaluation is essential; the expedience with which football-led health improvement interventions are being implemented underpins the need for a comprehensive assessment of both the positive and negative impact of these programmes. This approach would enable practitioners to ascertain that harm does not outweigh benefits, and if it does, the issue has to be addressed as soon as possible, before rolling it [the intervention] out more widely.
Given that our experts all agreed that evaluation was important, we asked them to identify the challenges of evaluating health improvement interventions delivered in the football-related settings they have worked in:
EX 01: There are many challenges associated with the evaluation of football based interventions, and health interventions in general. Many of these challenges will be dependent on the methodology, the type of evaluation being undertaken and the data collection tools. A sound evaluation framework, such as RE-AIM that incorporates process and impact measures would be a good starting point. If this is followed, it will help to ensure that data collection generates practice based evidence. The obvious problem stemming from the choice of a robust evaluation framework will be how to make it workable within the intervention itself. To make the evaluation workable, it needs to be an integral component of the intervention itself, from the outset. Further, interventions that incorporate outcome measures will require follow up data, which is notoriously difficult to collect and requires separate considerations. Follow up periods, collection methods and means of contacting participants to collect the data should be clearly defined and relayed to participants at the outset to avoid surprises, and allow for contingency planning.
EX 03: One of the main challenges of evaluating interventions is cost. Implementing evaluations can be expensive, especially if the 'gold standard' health measures are implemented. One way this challenge can be surmounted is to use less expensive subjective measures of assessment. A second challenge is obtaining suitably qualified personnel to evaluate the intervention. For instance, obtaining useful and in-depth information from qualitative methods requires skill from the individual conducting the interviews or focus groups. Finally, the challenge of performing the evaluation will also vary depending upon the experience of the individual conducting the evaluation with the population who are participating in the intervention. For example, evaluating a footballled health intervention for young healthy men would vary to evaluating an intervention for older women, especially if qualitative interviews were implemented. Therefore, the evaluator needs to be trained and have experience in the population of people who are participating in the intervention. EX 02: The loss of pre and post-intervention data (before and or after) is a major challenge of evaluating physical activity programmes delivered in community settings. Some of the factors contributing to non completion rates include the inability of participants to understand what is being asked, in particular where language is a barrier to engagement meaning self-reports can be returned incomplete. While participant attrition from programmes and evaluations also contributes to data loss. To manage the effect of these issue's evaluators need to apportion sufficient time to each participant to accurately complete the data sets and provide guidance where needed. Where possible those participants dropping out should be followed up either by phone or emails so that evaluators can explore why they dropped out and any other valuable information. Last but not least, evaluators should work in partnership with deliverers as they know how the group works and how evaluation activities may dovetail with intervention activities. In partnership designs it must be ensured that deliverers do not coerce participants to take part in the evaluation.
Finally in attempting to help deliverers charged with evaluating football-led health improvement scheme, we asked our 'experts' to identify their 'top three' issues that practitioners should consider when creating effective/workable evaluations football-led health improvement interventions:
EX 01: The first thing to consider when creating an effective evaluation would be staff training. This should be a key component of any good evaluation. It is important to ensure that all staff, including those involved with oversight, service delivery and monitoring and evaluation are all working towards the same goals and are on the same page from the outset. This should be a recurring theme throughout the intervention, undertaken at regular intervals allowing for the sharing of best practice. This leads me on to the second issue to consider, piloting. Ideally this would be incorporated in to the training process. Potential measurement tools can be tested with individuals responsible for administering them, and once they have been suitably refined and deemed workable, they need piloting with potential participants. It's all well and good having great evaluation tools, however if they are not fit for purpose, and won't work in the 'real world', then they won't be effective. This requires a certain level of 'buy in' and ownership from both parties. Finally, given the current financial issues faced by the 'National Health Service', cost effectiveness should be part of any good evaluation. Comparative effectiveness research is a relatively new area of research and is designed to inform health-care decisions by providing evidence on the effectiveness, benefits, and harms of different treatment options. Evidence is generated from research studies that compare pharmacological treatments with community health evaluations for example. This provides an interesting avenue for football based interventions; can they be delivered in a package that is comparable to medicine?
EX 03: For me, the three issues to consider are as follows. Firstly the choice of assessment methods: What are the best evaluation measures and methods available within the budget of the intervention and are these appropriate for the population undertaking the intervention? Secondly, the experience of the evaluator: does the individual assessing the intervention understand the needs of the population and do they have the necessary skills to conduct all aspects of the evaluation? Thirdly, the knowledge of the participants: Are the participants informed about the evaluation and do they who the evaluators are? A consideration would be that the participants are familiar with the evaluators, especially if qualitative methods are being used. This may enable more in depth information to be obtained. Equally, the evaluators should not be over familiar with the population, as social desirable responding on self-report measures could be more likely. EX 02: The top three issues that practitioners should consider when evaluating effective football-led health improvement interventions are: Firstly, the use of an evaluation framework to address both the behavioural outcomes of health interventions and the process(es) by which such outcomes were achieved is crucial to optimize the development of these football-led programmes. For instance, RE-AIM provides an effective approach to explore the key characteristics of public health interventions. Secondly, the external validity of the evaluation needs to be ensured by addressing representative samples of participants and settings. It is important that the views of a diverse range of constituents are captured, including those participants who shy away from health improvement programmes and associated evaluations. Thirdly, it is important to explore the views of both service deliverers and participants through qualitative approaches. Those who deliver the service have their own insights of what works and what does not work, however participants may perceive things differently. In particular, it is important to explore the views of those participants who elected to drop out of programmes.
Discussion
The appeal of locating health improvement schemes within football settings Sports clubs and specifically, professional football has been highlighted as offering powerful levers and mechanisms for improving social and Public Health. In their own ways, our three 'experts' each acknowledge the inherent popularity of football and professional football clubs for reaching diverse priority groups identified in UK health policy. 53 Football as a sport has been referred to as a 'world game' reflecting its global popularity with individuals and communities. It is unsurprising that health promoters are capitalizing on this appeal by locating their programmes in football contexts. Contributing to the appeal of professional football is the reach of the 'club badge' where the complex interplay of factors impacts on recruitment to health interventions. Pringle, Zwolinsky, Smith et al. suggest this includes the place (football ground or training venue), people (the players and deliverers) and the process of delivery (programme, promotions and packaging); each of these factors has been shown to contribute to participant recruitment and acceptability. 54 To this end, all our experts provided examples of efforts undertaken by deliverers to meet and shape programme delivery around the needs of participants, including hard-to-engage populations using football. Efforts such as these remain an important ingredient in providing health improvement which is accessible, affordable and acceptable to participants. Despite the apparent popularity of delivering programmes through football channels, such physical activity and health programmes require appropriate evaluation.
The case for evaluating football-led health improvement programmes All our experts endorsed the importance of evaluation, and collectively they make a strong case for investing in the evaluation of football-led health improvement programmes and this fits with recommended public health guidance. 55 The argument for evaluation made by our evaluators is constructed on four cornerstones. First, from an ethical position, implementing interventions without evidence of effectiveness potentially jeopardizes efforts to meet the needs of the key stakeholder-programme participants. If these programmes are to optimize Public Health, selectionincluding comparative assessment should be guided by the 'best' available evidence. Second, inventive and engaging types of formative evaluation offer deliverers an opportunity to gauge how well programmes are helping recruits to change and improve their health behaviours. Third, where programmes rarely work as anticipated, evaluation can take on a remedial role in helping to identify which parts of the intervention work less well and require further attention and subsequent rectification. Fourth, is sustainability, in a climate of reduced public funding and increased competition for resources, evaluations can help to secure evidence in which to make the case for sustainability once initial start-up investment has ceased.
Difficulties of and strategies for evaluating football-led health improvement schemes While our experts make a powerful and contemporary case for investing in the evaluation of interventions, each highlights the difficulties they experienced during their implementation. Individually and collectively they have overcome a diverse range of challenges within their own research and evaluation activities. Their experiences are not unique and mirror many of the problems encountered in evaluating physical activity interventions including those in football settings. 56 In helping to handle these challenges, we asked our 'experts' to provide their guidance on factors that should be considered when evaluating football-led health improvement programmes. At this point, it is important to bear in mind that football-based research and evaluations range widely. There are randomized controlled trials, e.g. Football Fans in Training, running in the Scottish Premier League. 57 Others have deployed partnership evaluation designs 58 with a combination of specialist evaluators working alongside programme staff. 59 For in-house evaluations, football clubs provide their own bespoke evaluations. Our expert's experience was typically formed from their involvement of working in a partnership arrangement. They all endorsed the importance of clubs and/or deliverers working with individuals who have expertise in evaluation, a recommendation which was also endorsed by Public Health guidance 60 and physical activity promotion more generally. 61 Linked to this was cost. Evaluation funding is often a barrier. Only occasionally are resources sufficiently plentiful to commission bespoke evaluations and/or involving specialist evaluators who perform all the evaluation duties. While commissioned approaches may be desirable, there are examples where football clubs and deliverers work in collaboration with evaluation specialists. 62 These specialists may come from commercial research companies, universities and/or individuals who work for local partners and who support health improvement programmes. 63 Guidance recommends appointing external evaluators prior to commencing of the programme, meaning experts are in place to advise on a host of evaluation considerations. 64 This recommendation, along with nine others, is included in a checklist of activities based on our experts experience (Table 1) . While not exhaustive, these activities are in-line with guidance on general physical activity-led health improvement and delivered in at times, complex community settings. 65 More detailed guidance is available from a number of other sources although once again, this is not an exhaustive list and further guidance on evaluating public health interventions can be found elsewhere. 66 Research shows that deliverers often express concerns about balancing the challenge of programme delivery against evaluation. 67 Their concerns are that evaluation diverts their attention away from what they see as their main business. This highlights one of the obvious benefits of working with external evaluators; they build capacity for evaluation while allowing delivery specialists to concentrate on programme implementation. In partnership designs, delivery staff can also perform evaluation duties such as data collection so in these instances it is important they receive appropriate training and education so they feel confident in such roles. From a validity perspective, 68 these deliverers-cum-evaluators risk having a biased stance; irrespective of their methods, they stand to be accused of 'having their own dog in the race'.
In contrast, external expertise can be neutral, while also helping with a host of other activities that may be beyond the capability of some deliverers. For instance, some deliverers do not hold a view that can formally integrate the purpose, focus and the scope of the evaluation. To this end, all our experts outlined the value of adopting evidence-based framework for shaping the parameters of evaluations in football-led health improvement programmes. One of these frameworks is RE-AIM. 69 While extensively used in the Public Health improvement literature, and is valued for providing useful forms of 'practice-based evidence', RE-AIM has recently been adopted into football-led health programme evaluations. Pringle, Zwolinsky, McKenna et al., claim 'REAIM not only provides a comprehensive structure for assessing the impact of interventions across the behavioural change continuum (Reach, Adoption and Maintenance), but also the process (Implementation) by which interventions are (Effective) when impacting on the behaviour of participants' (717). 70 Table 1. Key evaluation activities: checklist.
Key evaluation activities Check ðUÞ
Secure specialist evaluators/evaluation or expertise/guidance Establish the evaluation purpose, aims, objectives and measures from the outset Select, pilot and review valid and reliable evaluation methodologies, processes and frameworks Build capacity for evaluation processes such as data collection In-build evaluation activities into the programme Train staff involved in evaluation processes, e.g. data collection and inputting Observe ethical standards in evaluation, participant needs, consent, data protection, storage report and ethical release Consider participant needs including fears, language and literacy issues In-build quality assurance activities from planning to reporting stage Maintain regular communication between stakeholders Such frameworks can be helpful when organizing the scope of the evaluation and, subsequently, the choice of evaluation outcomes and methods for their assessment. The decision to use self-report vs. objective methods and quantitative vs. qualitative measures or a combination of these approaches/techniques (multi-methods) is one best taken by those with expertise and experience in their application. These decisions are likely to be optimized following dialogue with important stakeholders on how such methods will be received by participants and how their application can be worked into programme delivery. 71 Crucially, from an ethical perspective, it is important that the evaluation does nothing to deter likely participants from engaging an intervention; little can be as harmful as to identifying intervention outcomes as beneficiaries who avoid completing follow-up measures, because of embarrassment about their low levels of literacy or through fear that their responses -or even their engagement with the intervention -will produce harmful consequences. Discussions about the 'participant burden' of evaluation are important in the planning phase.
Our experts also highlighted the importance of not only identifying what, but how and why football-led health programme effects are achieved and this is a fundamental facet of RE-AIM. 72 With process evaluation in mind, interviews and focus groups can be used to investigate the way in which participants experience behaviour change opportunities, such as those found in football-led interventions. These issues are important in gauging the impacts -intended and unintended -of health improvement programmes. Moreover, interview-led approaches are especially valuable when including those participants who express fears and anxieties around the completion of self-report evaluation owing to literacy, language and concerns over surveillance. These and other factors can impact on loss of data, a common occurrence in the evaluation of community physical activity 73 and football-led health improvement programmes. 74 With evaluations being assessed using intention-to-treat analysis, where the baseline scores are used also as follow-up outcomes or vice versa, this increases the likelihood of showing that interventions had no positive effects of behaviour. When an intervention is not powerful, this is fine, but it risks presenting powerful interventions as being 'weak'. Finally, the implementation of ethical processes is also an important consideration. This will include securing participant consent/assent, data protection, storage and transfer of data along with ethics release, where this is required. In our experience, these concerns are frequently reported within in-house evaluations, and this only limits the capacity to publish the outcomes of such interventions and share learning with a diverse audience.
Limitations and strengths of this research Our research includes both limitations and strengths. Limitations relate to an 'expert' sample who had typically worked in partnership evaluation designs. Including constituents who had worked in other research and evaluation designs would provide a different perspective. Our 'expert's' practice was typically centred on adults, whereas including those participants who had worked with children and young people on football-led interventions would also provide different viewpoints. Strengths included an 'expert' sample with experience of evaluating football-led health improvement interventions who shared in detail, their rich experiences and informative accounts, along with a desire to improve evaluation practice. Moreover, these views were captured through the administration of research methods that had been used in public health and activity contexts previously.
Conclusion
To assess the Public Health value of football-led health improvement interventions, there is a need for appropriate evaluation. If football genuinely delivers the potential that many see in it, it is imperative that the effectiveness of these interventions is clarified, and indeed, compared. Our paper highlights the importance and challenges of performing evaluations, as reported by experts with direct recent experience in football clubs/football settings. Through their commentaries, we provide some key considerations for evaluating the impact of football-led health improvement programmes.
Notes
